Abstract
Background
The nursing workforce is facing what has been described as a crisis. Nurses form the largest group in the health care workforce in Australia, Canada and in most developed countries (AIHW 2000) . The issue of recruitment and retention, although a periodic problem over several decades, has more recently become a world-wide concern resulting in a shortage of experienced and specialised nurses in the health care systems in the United States, Canada, Australia and the United Kingdom to name a few. There is no indication that this will ease in the short term or that solutions used previously will be successful on this occasion. This paper will not only compare the nursing workforce in Canada and Australia, but also provide insight into reasons why the shortage of nurses is more critical today than ever before.
An inability of the profession to retain nursing staff in the workforce has resulted in staff shortages in areas such as midwifery, critical and intensive care, the operating theatre, accident and emergency, cardiothoracic surgery and, more recently, mental health (AIHW, 1999) . Recruitment into nursing programmes has declined in the past decade, further exacerbating the problem (Tang, Duffield, Chen, Choucair, Creegan, Mak & Lesley, 1996; 1997; O'Brien-Pallas & Baumann, 1999) . In Australia, this is particularly an issue with Aboriginal and Torres Strait Islander students (Omeri & Ahern, 1999) .
A successful strategy in the past has been to recruit from overseas (see, for example, Rowley, 1989) . The ethics of robbing a less financially competitive country of their valuable nursing workforce has been raised as an international issue (Buchan, 2001) . At best this is a short-term solution, costly both in a monetary sense and in time. More important, as nursing shortages are being experienced elsewhere, this may no longer be a viable or feasible proposition.
High turnover rates are costly to the health system in terms of decreased quality of care and poor levels of job satisfaction (Stratton et al, 1993) . In the US, estimates of the cost of turnover vary depending on the costs included in the analysis. The cost of unfilled positions, hiring costs, orientation and training and low productivity can be as high as $10,000 (Jones, 1990) and if indirect costs are included may be up to $25,000 (Johnston 1991) . Turnover also decreases productivity. Gray, Phillips and Normand (1996) measured an average efficiency loss of 30% in the first month of work in a new work environment.
The Canadian context
Much work in illuminating factors influencing nurses' retention has been undertaken in the Canadian health system. Ryten (1997) , for example, identified a severe national shortage in nursing personnel by the year 2011. However, recent work in Ontario identified that severe shortages will be experienced by the year 2007 (O' BrienPallas & Baumann, 1999) . Key issues identified by these authors in a landmark study included declining enrolments in nursing programs, a shortage of full-time positions for nurses in response to hospital downsizing and financial restructuring activities, an ageing nursing population, and early retirements on the part of nurses.
Currently, about 40% of the nursing population in Ontario (Canada) is over 45 years of age. These senior nurses also hold the majority of full-time positions in the health system. With an average retirement age of 58.9 years, it is anticipated that 20,000 (25%) fewer nurses will be working in nursing by the year 2007 than are employed today. With declining enrolments in schools of nursing, there will not be sufficient personnel to replace those who are retiring from the system. The under-30 age cohort is not enjoying full-time employment because of shortages of full-time positions (O'Brien-Pallas & Baumann, 1999) . This finding is in contrast to European countries, where the percentage of nurses under the age of 30 ranges from 33.6% in Germany to 40.6 % in England (Aiken 2001). Major concerns of nurses in the Canadian workforce include increased acuity in patients and insufficient staffing to meet client need; complex and rapidly changing work environments; concerns about patient safety and quality of care; lack of management and support personnel in the work environment; and deskilling and casualisation of the nursing workforce (O'Brien-Pallas & Baumann, 1999) . A recent policy synthesis examining nursing work environments identified nursing workload (demands that exceed the capacity of the individual) as the key issue facing nursing in Canada (Baumann & O'Brien-Pallas et al, 2001) .
A survey of 162 nurses who were not employed in nursing or were under-employed (part-time), was recently conducted in Ontario. It revealed that the factors influencing nurses' decisions about their current work status were family responsibilities; lack of full-time positions available due to cuts or layoffs; stressful working conditions including patient-load, patient-nurse ratio and safety issues; personal reasons and shift work (College of Nurses of Ontario, 1999).
Factors cited that would increase receptivity to full-time employment included improved scheduling (increased hours, guaranteed, steady and predictable employment and schedules [rosters]); improved working conditions (more support from fellow nurses, doctors and management personnel, autonomy, empowerment and respect); increased salaries (starting salaries are not comparable to American counterparts and salary scale compression leads to ceiling effects early in career); and controlled patient workloads (to increase the ability to provide quality care, reduce stress and reduce safety issues). Other factors were improved benefits, vacation and sick leave; positions in field of interest (such as emergency or medical/surgical nursing); training and development opportunities; location and proximity to home; and availability of child care during shift work (College of Nurses of Ontario, 1999).
The Australian context
Nursing workforce issues have been a key concern for human resource planning in health in Australia over the past three decades. Nurses comprise 60% of the health care workforce (Palmer & Short, 1994) and much of the industry is both dependent and interdependent on this skilled workforce.
According to the Australian Institute of Health and Welfare (1999) , the 1996 population census revealed a significant loss to the workforce of nurses moving out of the labour force altogether, whether temporarily or permanently. Some 19.8% of Australian-born people aged 15 to 64 with a highest qualification in nursing, and some 14.3% of overseas-born nurses, were not in the workforce. In the period from 1993 to 1997, between 12,500 and 19,123 nurses were employed in occupations other than nursing, with only 4-5000 seeking employment in nursing. During the same period, Australian registered nurses working overseas ranged from 3,939 to 4,218. Like their Canadian counterparts, the nurses' demographic profile in New South Wales (NSW) involves a primarily female workforce with a substantial proportion (over 41%) of the nurses being 40 years of age or older (AIHW, 1999: Table 24 ). Similar to our international colleagues, we could argue that changes in nurse education, workplace practices, and salary gains have influenced and directed supply and demand within nursing in Australia. These factors, together with increasing patient acuity, limited resources, technological expansion and increased consumer expectations, have made the work environment more complex, challenging and a stressful place for nurses to practise (NSW Health, 1996) .
It is our view that these factors contribute to both recruitment and retention issues within the profession. Review of registration statistics in the Canada and the United States reveals that about 77-80% of nurses who maintain their registration are actually employed in nursing (O'Brien-Pallas & Ba3umann, 1999 , Coffman & Spetz, 1999 . In NSW there are currently 91,515 registered and enrolled nurses listed in the Nurses Registration Board (NRB) database. However, it is estimated that only about 54,000 of these nurses are actually working in nursing. Based on these estimates, a potential pool of 30-35,000 nurses may be available to be recruited back to nursing (NSW Nursing Workforce Report, 2000) .
Given the international nursing shortage reported in the literature, recruitment of nurses from other countries to offset future shortages of nurses may not be possible. See, for example, Lipley & Stokes (1998) and Watson & Hartley (1998) for details of how Australian nurses are being actively recruited for work in the United Kingdom (UK). Recent work in NSW has focussed on recruitment strategies aimed primarily at the school age market to secure their decision to follow a nursing career pathway (Tang, Duffield et al, 1999) .
Workforce planning to date has tended to focus on 'manpower' models that are not sensitive to a predominately female workforce. Models are based on male workforce patterns, which assume that recruitment is pivotal and there is an expectation of continuous employment. However, the female workforce participants' relationship with their work is not continuous, nor is there an ability always to predict their commitment to paid work (Davies 1995) , because parenting responsibilities will shift their desire and ability to work throughout the course of their life. Furthermore, workforce planning models are often built on the faulty assumptions that underpin supply modelling, which do not consider either the population's need for health care or the impact of the environment in which nursing care is given (O'Brien-Pallas, Baumann et al, 2001) .
The global context
A recent study that examined the status of nursing and midwifery personnel world-wide concluded that many developed and developing countries are experiencing serious shortages in adequately-prepared individuals to meet the needs of the population (O'Brien-Pallas, Hirschfeld, Baumann, Shamian et al 1999). World-wide, key concerns related to this workforce included inadequate numbers of trained personnel to meet health system needs; limited opportunities for improved nursing and midwifery preparation in relation to primary health care; lack of legislation to guide nursing practice; limited influence on health policy; unacceptable working conditions; and poor career opportunities (O'Brien-Pallas et al, 1999) . Tsay and Lu (1998) found that similar issues were significant in Taiwanese nurses' career development and their intention-to-stay, as well as certain demographic features like age and educational level.
In a recent five-country comparison conducted by Aiken and colleagues (2001), Canadian nurses expressed the lowest intent to leave the profession in the next year (16.6%). This compared with Germany (16.7%), United States (22.7), Scotland (30.3%) and England at 38.9%.
In the United States and the UK, the 'greying' of the nursing workforce has also been identified as a key concern (Buerhaus, 1998; Buchan, 1999) . While many nurses in the over-40 cohort enjoy full-time employment, major reasons for taking early retirement have been identified as the physical labour involved in nursing work, as well as a reduction in job satisfaction (O'Brien-Pallas & Baumann, 1999) . Madjar et al (1997) report in passing that RNs in Glasgow left nursing for reasons of job dissatisfaction. A study done by Price-Waterhouse (cited in Davies, 1995) indicates that, in England, the nursing workforce model was dependent on the supply of young women.
Much of the persistence of such modelling has not only been driven by gendered concepts of workforce planning, but has been shaped historically by a workforce which was young and left nursing once they were married and/or had children. Whilst this is a dated concept which certainly does not prevail in practice, there have been no changes to maintain women in nursing. Nursing has always been seen as a career for young women.
Work environment and the relationship with workforce
Given the projected shortages, in order to retain nurses it is important to give some consideration to the context in which they work to ensure that it is not a reason for their exodus from the workforce. Over the last ten years, we have seen a number of studies that document the kind of work environment which one might postulate is conducive to higher productivity and efficiency. Irvine and Evans (1992) and Blegan (1993) conducted a review and meta-analysis of the North American literature on job satisfaction among nurses. Autonomy and good supervisory relations demonstrated a high correlation with job satisfaction in the Irvine and Evans (1992) study, whereas stress (negative association) and organisational commitment were most highly correlated with nurse satisfaction in the Blegan (1993) study. Both studies found support for correlates identified in other theoretical models of nurses' work satisfaction including age, job tenure, head nurse leadership, work overload, role conflict, and feedback. The relationship between pay and job satisfaction was low to moderate. Where job satisfaction decreased, turnover of staff was shown to increase and when intention to leave went up, so did turnover (Irvine & Evans, 1992) .
These studies provided frameworks for agencies to build satisfying work environments that would promote job satisfaction and reduce stress, thereby potentially enticing nurses who are not working in nursing to return. However, experience has demonstrated that when financial constraints are introduced, the work-life concerns of nurses are often the casualties of downsizing efforts. Together, these factors, coupled with demographic supply characteristics, directly influence recruitment and retention of nurses into the workforce. Davies (1995) argues that in England nursing workforce planning has been focussed on a high intake and high wastage model. Mackay (1989) asks how nursing can be seen as contributing significantly to the improvement in health of patients when it is part of the "disposable workforce" with few attempts to develop the skills and potential of the workforce, and when the work of nurses is potentially trivialised by being performed by "a perpetual stream of young learners." ; geographical isolation for rural/remote nurses (Green Nurses, 1997); unsatisfying (Madjar et al 1997; Aiken et al, 2001 ); concerns about children's education (Huntley, 1994-5 Third, there are professional issues. They include professional isolation (Bell et al 1997) ; change in professional roles (QNU, n.d.(b)); professional isolation for rural/remote nurses (Wolfenden et al 1996; Green Nurses 1997; NSW Health 1996) ; intra-and inter-professional harassment in the workplace (Green Nurses 1997); lack of career structure (Battersby et al 1990; NSW Health 1996) ; poor attitudes of doctors and other colleagues (Huntley 1994-5; NSW Health 1996) In addition, issues of recruitment of school students into nursing (see, for example, Tang, Duffield et al 1996) offer further indications of obstacles to an expanding nursing workforce.
Why is this more serious now?
Because of the ageing baby boomer population, all types of professional workforces (for example, medicine, nursing, teaching, and university professors) will experience significant losses in numbers before 2011. In some professions, early retirements are moving the challenges of shortage temporally much closer. In previous rounds of nursing shortages, opportunities to replace those who left were easily addressed. However in 2001 demographic shifts do not allow us the luxury of inactivity. Entry age to nursing is older than ever beforeadded to an already ageing workforce.
Given this scenario, retaining professionals in the workforce becomes a critical issue. We need to consider the more serious consequence in the future is the lack of nurses with specialist skills given advances in care and technology. Compounding the problem is the fact that highly specialised nurses are increasingly expected to be multi-skilled and this impacts on job confidence and satisfaction. In the year 2001, would we ask cardiothoracic surgeons to undertake neurosurgery? While the answer seems obvious, this is more or less what is happening with the nursing workforce.
In order to deal with cost over-runs and an inability to retain nurses in unacceptable work environments, health systems have begun to deskill the nursing workforce. Research has shown that these staffing strategies impact negatively on a range of factors. These include nurse job satisfaction Blegen 1993) , patient outcomes (Aiken, Smith and Lake 1994; Brooten and Naylor 1995; Blegen et al 1998; Kovner and Gergen 1998) , and satisfaction with the care received (Leiter, Harvie and Frizzell 1998) .
Reductions in either nurse-patient ratios or nursing skill mix have a negative impact on patient outcomes. Hesterly and Robinson (1990) identified a decline in quality of patient care as the availability of registered nurses decreased during a nursing labour shortage. The functions undertaken by nurses are directly related to a variety of patient outcomes including lowering mortality rates (Fagin 2001 ).
The quality of patient care appears to have a strong relationship to the volume and type of nursing care provided. In the late 1980s and early 1990s, numerous studies found that richer RN staffing levels and skill mix were important factors in achieving lower than expected mortality (Aiken, Smith and Lake 1994; Knaus et al. 1986; Mitchell et al 1989; Hartz et al 1989; Krakauer et al 1992) . Prescott (1993) concluded that there is substantial evidence linking RN staffing levels and mix to improved mortality, length of stay and morbidity outcomes, and suggested that practices used previously for achieving short term savings, such as downward substitution among nursing personnel, may actually undermine the hospital's competitive edge (as cited in O'Brien-Pallas, Thomson et al, 2001 ).
Dramatic shifts in attitudes of those who are entering the workforce could have many long-term implications for the future nursing workforce. Workplace adjustment and intergenerational differences between matures, boomers and Generation Xers have been identified by Kupperschmidt (1998) and Santos & Cox (2000) . Boomers are angry at what they interpret as a lack of commitment and the arrogant attitudes of the Generation Xers. They are tired of the revolving door orientations they must provide for Generation Xers. However Generation Xers argue that what is seen as "arrogance" is actually self-reliance. While Generation Xers voiced commitment to the organisation, they often anticipated movement out of the institution and possibly the profession of nursing. If these findings hold up in other studies, then the challenge of engaging the younger population into the nursing workforce, especially if significant improvements are not made in the work environment, will be difficult as they have many more career options available than before offering significant salaries with better conditions (such as no shift work).
What are the implications for Australia?
Given the evidence from overseas, it is surprising that substitution of registered nurses with unskilled workers (shown to jeopardise the quality of care) is being proposed and enacted in this country. At a time when patient care is more complex than ever before it is time to skill up rather than 'dumb down' nursing. The introduction of unskilled care providers impacts on the roles and work of those already in the workforce (Norrish & Rundall 2001) .
Despite the rhetoric, there is no real understanding of the work of registered nurses in this country and their capacity to 'rescue' patients -a concept gaining credence in the United States as an aspect which delineates a skilled from unskilled nursing workforce (Fagin 2001) . Role changes, with no data to support the efficacy of these positions, is a short term solution to what is a much larger problem with potentially fatal outcomes for consumers.
In addition, there is evidence that nurses are moving to positions outside nursing and health care because of their skills (Duffield and Franks, 2001) . While the health care system and its managers are perhaps not valuing and rewarding nurses, other industries are doing so. Given career choices and the values held by Generation Xers, the attraction of nurses to other professions and careers is likely to accelerate.
There is evidence from overseas of a negative relationship between hospital restructuring, patient outcomes and job satisfaction of nurses (Sovie 1999; Aiken, Smith and Lake 1994) . However, the effects and costs of changing to a divisional structure in Australia have never been evaluated or even given any consideration. Despite this lack of evaluation, the introduction of another structure, 'clinical streaming', is now being proposed. It is possible that these structures, having stripped senior nurse managers of responsibility for nursing services, have contributed to the exodus of nurses from the workforce. These structures have certainly made it difficult for nurse leaders to enhance the professionalism of nursing amongst their staff and perhaps more importantly, have contributed to a lack of career pathways for nurses. How many nurses achieve senior non-nursing positions despite the fact they are obviously well qualified and experienced? See for example Duffield, Moran et al (2001) and Duffield and Franks in press(a) .
In summary, clinical career pathways and professional rates of pay may have had a positive impact on the attraction of working in nursing, but there continues to be a failure to effectively support and encourage the bedside nurse (Duffield & Lumby 1994; Duffield, Donoghue & Pelletier 1996) . This requires different workforce planning strategies and changes in cultural practices, which alienate nurses from pursuing their clinical practice. With limited career advancement opportunities, it is the coal face of nursing which needs a critical re-examination and one which we can see emerging as a result of exploration into strategies to attract nurses back to work rather than measures designed to retain them in the workforce.
